MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63 § P
DEPARTMENT OF PUBLIC HEALTH AND W _
DO NOT WRITE Registration District No. _Tf:.t‘a\l.a_jrlmnry Registration District No, 1003,.....&99&"&”: No. __58_85_ STATE FILE NUMBER

ON'THIS STUB NREO

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decaased llved. If institution: Residence before

a. COUNTY a. STATE Missour’ib COUNTY admission)

B, CI'I;( [If outside corporate limits, give TOWNSMIP only) Length of stay in 1b ¢, CITY Inside Limitg

TOWN St. Louis 29 hours TOWN St, Louis Yer Gl No

c. FULL NAME OF (1f NOT in hospital, give location) tnsidde Limits d. STREETY [1f cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTTUTION Tncarnate Word Hospital  |YsGeneO 4205 San Francisco Ave Y O Mo g
3. NAME OF DECEASED First Middle Last 4. DAJE Month Day Year

{Type or print} - OF
Clarence W Schlingmann vEant  June 2 1963
5. SEX 6. COLOR OR RACE 7. Married ] Never Married [J 15 DATE OF BIRTH | ¥~ AGE (las? birthday) |IF UNDER ) YEAR | IF UNDER 24 HR
. dowed Di Months | Days | Hours | Min.
male white Widowed O] ivorced (] 5_ %3 60 l i
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state.or country} | 12. CITIZEN OF WHAT COUNTRY

Chist BRrd1e e ‘Biobatlon [ City of St. Louis St. Louis, Missouri U.S,A,

13a. FATHER'S NAME ULlllcer 135. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE

Frank ¥m, Schlingmann Elizabeth Sanders Margaret Schlingmann

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT Address

(Yes, nhcr unknown} I (If yas, give war or dates of ser Mrs, H_argg.ret _Schli ) 4205

18. CAUSE OF DEATH (Enter only one cause per line for'{a), (b). and (c). odll FTanci st INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: : o QNSET AND DEATH

IMMEDIATE CAUSE {a) . . n_

Conditions, if any, DUE TO (1)
which.gave rise to

bove X )
sbove "cause () . _ k26 /
lying couse last. DUE TO {c)

PART I, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Hi. Hf docassad was female was
dizense condition given in PART | [a) thers a pragnancy in last 90 days.

IDYQI] [ No l [J Urknown

19, WAS AUTOPSY 20a. ACCIDENT 5UI%DE HOMDICIDE 20b., DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART II of item 18.)
D? O .
NO DO
20c. TIME B¢  Hour  Month, Day, Year.
INJURY &m.

p.m, -

20d. 'NJURY OCCURRED 20e. PLACE OF INJURY (e.p., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [] farm, factory, strest, office bidg., etc.)

NOT WHILE AT WORK (O
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MEDICAL CERTIFICATION

ded .the d from. to and lest,saw. piq, alive on
m«cu[r“ at . m on_the date stated above, and to the best of my knowledge, from the causes stated.
o .
225, ADDRESS . A 22c. DATE SIGNED

C-46 )

23d: LQCATION (City; tawn, or county) (Stats)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

pliain

BY AFFIDAVIT OF

ITEM NO.

a%?""‘i‘-k Tmann & son, Inc.,




. STATEMENT. BY LICENSED EMBALMER

4
!

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by / Student Bnbalmer No
. working under my personal supervision,

Student

Signature of Student Embalimer

74 j
Licensed Embalmer No. °77

P. O. Address. *

-—

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. \failure to comply
with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting.

tf this body is not embaimed, fact should be so stated Fbove.




